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health plan coverage guidelines sup-
ported by the Health Resources and
Services Administration, in accordance
with 456 CFR 147.131(a).

(2) Office visits. [Reserved]

(3) Out-of-network providers. [Re-
served]

(4) Reasonable medical management.
[Reserved]

(5) Services not described. [Reserved]

(b) Timing. [Reserved]

(c) Recommendations not current. [Re-
served]

(d) Effective/applicability date. April
16, 2012.

[T.D. 9578, 77 FR 8729, Feb. 15, 2012, as amend-
ed by T.D. 9624, 78 FR 39892, July 2, 2013]

§54.9815-2713A Accommodations in
connection with coverage of pre-
ventive health services.

(a) Eligible organizations. An eligible
organization is an organization that
satisfies all of the following require-
ments:

(1) The organization opposes pro-
viding coverage for some or all of any
contraceptive services required to be
covered under §54.9815-2713(a)(1)(iv) on
account of religious objections.

(2) The organization is organized and
operates as a nonprofit entity.

(3) The organization holds itself out
as a religious organization.

(4) The organization self-certifies, in
a form and manner specified by the
Secretaries of Health and Human Serv-
ices and Labor, that it satisfies the cri-
teria in paragraphs (a)(1) through (3) of
this section, and makes such self-cer-
tification available for examination
upon request by the first day of the
first plan year to which the accommo-
dation in paragraph (b) or (c) of this
section applies. The self-certification
must be executed by a person author-
ized to make the certification on be-
half of the organization, and must be
maintained in a manner consistent
with the record retention requirements
under section 107 of ERISA.

(b) Contraceptive coverage—self-insured
group health plans. (1) A group health
plan established or maintained by an
eligible organization that provides ben-
efits on a self-insured basis complies
for one or more plan years with any re-
quirement under §54.9815-2713(a)(1)(iv)
to provide contraceptive coverage if all
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of the requirements of this paragraph
(b)(1) of this section are satisfied:

(i) The eligible organization or its
plan contracts with one or more third
party administrators.

(ii) The eligible organization provides
each third party administrator that
will process claims for any contracep-
tive services required to be covered
under §54.9815-2713(a)(1)(iv) with a copy
of the self-certification described in
paragraph (a)(4) of this section, which
shall include notice that—

(A) The eligible organization will not
act as the plan administrator or claims
administrator with respect to claims
for contraceptive services, or con-
tribute to the funding of contraceptive
services; and

(B) Obligations of the third party ad-
ministrator are set forth in 29 CFR
2510.3-16 and 26 CFR 54.9815-2713A.

(iii) The eligible organization must
not, directly or indirectly, seek to
interfere with a third party adminis-
trator’s arrangements to provide or ar-
range separate payments for contracep-
tive services for participants or bene-
ficiaries, and must not, directly or in-
directly, seek to influence the third
party administrator’s decision to make
any such arrangements.

(2) If a third party administrator re-
ceives a copy of the self-certification
described in paragraph (a)(4) of this
section, and agrees to enter into or re-
main in a contractual relationship
with the eligible organization or its
plan to provide administrative services
for the plan, the third party adminis-
trator shall provide or arrange pay-
ments for contraceptive services using
one of the following methods—

(i) Provide payments for contracep-
tive services for plan participants and
beneficiaries without imposing any
cost-sharing requirements (such as a
copayment, coinsurance, or a deduct-
ible), or imposing a premium, fee, or
other charge, or any portion thereof,
directly or indirectly, on the eligible
organization, the group health plan, or
plan participants or beneficiaries; or

(ii) Arrange for an issuer or other en-
tity to provide payments for contracep-
tive services for plan participants and
beneficiaries without imposing any
cost-sharing requirements (such as a
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copayment, coinsurance, or a deduct-
ible), or imposing a premium, fee, or
other charge, or any portion thereof,
directly or indirectly, on the eligible
organization, the group health plan, or
plan participants or beneficiaries.

(3) If a third party administrator pro-
vides or arranges payments for contra-
ceptive services in accordance with ei-
ther paragraph (b)(2)(i) or (ii) of this
section, the costs of providing or ar-
ranging such payments may be reim-
bursed through an adjustment to the
Federally-facilitated Exchange user fee
for a participating issuer pursuant to
45 CFR 156.50(d).

(4) A third party administrator may
not require any documentation other
than the copy of the self-certification
from the eligible organization regard-
ing its status as such.

(c) Contraceptive coverage—insured
group health plans—(1) General rule. A
group health plan established or main-
tained by an eligible organization that
provides benefits through one or more
group health insurance issuers com-
plies for one or more plan years with
any requirement under  §54.9815-
2713(a)(1)(iv) to provide contraceptive
coverage if the eligible organization or
group health plan furnishes a copy of
the self-certification described in para-
graph (a)(4) of this section to each
issuer that would otherwise provide
such coverage in connection with the
group health plan. An issuer may not
require any documentation other than
the copy of the self-certification from
the eligible organization regarding its
status as such.

(2) Payments for contraceptive services.
(i) A group health insurance issuer that
receives a copy of the self-certification
described in paragraph (a)(4) of this
section with respect to a group health
plan established or maintained by an
eligible organization in connection
with which the issuer would otherwise
provide contraceptive coverage under
§54.9815-2713(a)(1)(iv) must—

(A) Expressly exclude contraceptive
coverage from the group health insur-
ance coverage provided in connection
with the group health plan; and

(B) Provide separate payments for
any contraceptive services required to
be covered under §54.9815-2713(a)(1)(iv)
for plan participants and beneficiaries

§54.9815-2713A

for so long as they remain enrolled in
the plan.

(ii) With respect to payments for con-
traceptive services, the issuer may not
impose any cost-sharing requirements
(such as a copayment, coinsurance, or
a deductible), or impose any premium,
fee, or other charge, or any portion
thereof, directly or indirectly, on the
eligible organization, the group health
plan, or plan participants or bene-
ficiaries. The issuer must segregate
premium revenue collected from the el-
igible organization from the monies
used to provide payments for contra-
ceptive services. The issuer must pro-
vide payments for contraceptive serv-
ices in a manner that is consistent
with the requirements under sections
2706, 2709, 2711, 2713, 2719, and 2719A of
the PHS Act, as incorporated into sec-
tion 9815. If the group health plan of
the eligible organization provides cov-
erage for some but not all of any con-
traceptive services required to be cov-
ered under §54.9815-2713(a)(1)(iv), the
issuer is required to provide payments
only for those contraceptive services
for which the group health plan does
not provide coverage. However, the
issuer may provide payments for all
contraceptive services, at the issuer’s
option.

(d) Notice of availability of separate
payments for contraceptive services—self-
insured and insured group health plans.
For each plan year to which the accom-
modation in paragraph (b) or (c¢) of this
section is to apply, a third party ad-
ministrator required to provide or ar-
range payments for contraceptive serv-
ices pursuant to paragraph (b) of this
section, and an issuer required to pro-
vide payments for contraceptive serv-
ices pursuant to paragraph (c) of this
section, must provide to plan partici-
pants and beneficiaries written notice
of the availability of separate pay-
ments for contraceptive services con-
temporaneous with (to the extent pos-
sible), but separate from, any applica-
tion materials distributed in connec-
tion with enrollment (or re-enroll-
ment) in group health coverage that is
effective beginning on the first day of
each applicable plan year. The notice
must specify that the eligible organiza-
tion does not administer or fund con-
traceptive benefits, but that the third
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party administrator or issuer, as appli-
cable, provides separate payments for
contraceptive services, and must pro-
vide contact information for questions
and complaints. The following model
language, or substantially similar lan-
guage, may be used to satisfy the no-
tice requirement of this paragraph (d):
“Your employer has certified that your
group health plan qualifies for an ac-
commodation with respect to the fed-
eral requirement to cover all Food and
Drug Administration-approved contra-
ceptive services for women, as pre-
scribed by a health care provider, with-
out cost sharing. This means that your
employer will not contract, arrange,
pay, or refer for contraceptive cov-
erage. Instead, [name of third party ad-
ministrator/health insurance issuer]
will provide or arrange separate pay-
ments for contraceptive services that
you use, without cost sharing and at no
other cost, for so long as you are en-
rolled in your group health plan. Your
employer will not administer or fund
these payments. If you have any ques-
tions about this notice, contact [con-
tact information for third party admin-
istrator/health insurance issuer].”

(e) Reliance—insured group health
plans. (1) If an issuer relies reasonably
and in good faith on a representation
by the eligible organization as to its
eligibility for the accommodation in
paragraph (c) of this section, and the
representation is later determined to
be incorrect, the issuer is considered to
comply with any requirement under
§54.9815-2713(a)(1)(iv) to provide contra-
ceptive coverage if the issuer complies
with the obligations under this section
applicable to such issuer.

(2) A group health plan is considered
to comply with any requirement under
§54.9815-2713(a)(1)(iv) to provide contra-
ceptive coverage if the plan complies
with its obligations under paragraph
(c) of this section, without regard to
whether the issuer complies with the
obligations under this section applica-
ble to such issuer.

[T.D. 9624, 78 FR 39892, July 2, 2013]
§54.9815-2713T Coverage of preven-
tive health services (temporary).

(a) Services—(1) In general. Beginning
at the time described in paragraph (b)
of this section, a group health plan, or
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a health insurance issuer offering
group health insurance coverage, must
provide coverage for all of the fol-
lowing items and services, and may not
impose any cost-sharing requirements
(such as a copayment, coinsurance, or
deductible) with respect to those items
or services:

(i) Evidence-based items or services
that have in effect a rating of A or B in
the current recommendations of the
United States Preventive Services
Task Force with respect to the indi-
vidual involved (except as otherwise
provided in paragraph (c) of this sec-
tion);

(ii) Immunizations for routine use in
children, adolescents, and adults that
have in effect a recommendation from
the Advisory Committee on Immuniza-
tion Practices of the Centers for Dis-
ease Control and Prevention with re-
spect to the individual involved (for
this purpose, a recommendation from
the Advisory Committee on Immuniza-
tion Practices of the Centers for Dis-
ease Control and Prevention is consid-
ered in effect after it has been adopted
by the Director of the Centers for Dis-
ease Control and Prevention, and a rec-
ommendation is considered to be for
routine use if it is listed on the Immu-
nization Schedules of the Centers for
Disease Control and Prevention);

(iii) With respect to infants, children,
and adolescents, evidence-informed
preventive care and screenings pro-
vided for in comprehensive guidelines
supported by the Health Resources and
Services Administration.

(2) Office visits—(i) If an item or serv-
ice described in paragraph (a)(1) of this
section is billed separately (or is
tracked as individual encounter data
separately) from an office visit, then a
plan or issuer may impose cost-sharing
requirements with respect to the office
visit.

(ii) If an item or service described in
paragraph (a)(1) of this section is not
billed separately (or is not tracked as
individual encounter data separately)
from an office visit and the primary
purpose of the office visit is the deliv-
ery of such an item or service, then a
plan or issuer may not impose cost-
sharing requirements with respect to
the office visit.
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